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Idiopathic Hypochromic 
Anemia 
By HARRY A. CAVE, M.D., M.Sc. 
No.1 
R E CENT years have brought forward great discoveries in the realm of Addisonian or primary pernicious anemia. Renewed interest 
was aroused by the startling discoveries of the efficiency of liver t herapy 
by Minot and Murphy in 1927. F ollowing this, Castle and his co-
workers, in a brilliant series of experiments, have shown that Addi-
sonian pernicious anemia is a deficiency disease conditioned by t he lack 
of a specific intrinsic factor, present in normal human gastric juice 
and absent in that of cases of pernicious anemia in relapse. In normal 
individuals the function of this intrinsic factor is to react with an 
extrinsic factor present in the food, to produce specific haematopoietic 
effects. Alone, neither of these substances has yielded significant haema-
topoietic responses in pernicious anemia patients. A mixture of sub-
stances (i.e., gastric juice and beef muscle) containing t hese t wo 
factors, however, under suitable circumstances will produce definite 
haemotopoietic response and remissions in cases of pernicious anemia. 
The exact nature of these two factors still awaits solution. 
Secondary anemias on the other hand received but scant attention. 
They included all anemias not primary or pernicious and little effort was 
made to classify them further. Recently, however, one small group has 
been "eparated out of the general class of secondary anemias, which 
has come to be known as idiopathic hypochromic anemia or hypochromic 
microcytic anemia. 
Idiopathic hypochromic anemia may be described as a disease pro-
cess which occurs mostly in women from 25 to 50 years of age, and is 
associated with defective gastric secretion. The anemia is character-
ized by a slow insidious onset and besides presenting those symptoms 
common to all anemias, such as dizziness, dyspnoea, weakness and easy 
fatigue, there are in addition symptoms of disturbed gastric function, 
sore tongue, parasthesias and koilonychia. The blood picture is charac-
teristic and shows a marked disproportion between the number of red 
cells and the amount of hemoglobin present. The colour index is always 
below unity, and the red cells themselves are pale in character and 
microcytic in type. Sore tongue and parasthesias are common, but in 
I 
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contra~t to ~erniciou;:; anemia definite objective neurologic findings are 
a bsent. The gastric secretion shows either an absence or a diminished 
amount of hydrochloric acid with low total acidity. 
ETIOLOGY 
From the etiological standpoint sex plays an important role in this 
type of anemia, in that 95 o of the cases reported have been in women, 
and 82 ~ of them between the ages of 20 and 50 years. Some cases 
show a definite family history. 
SYMPTOMATOLOGY 
The onset of the disease is slow and insidious. There is usually a 
history of long continued ill health and inefficiency with much doctoring 
and little improvement. Many cases date their illness to a previous 
pregnancy from which they recov~red slowly or never fully recovered. 
Complaints are often vague and poorly defined and usually refer to those 
associated with anemia. Generalized weakness, loss of strength, ineffi-
ciency, easy fatigue, and an ever-present feeling of "being dead tired" 
are common complaints. Shortness of breath, faintness, dyspnoea, palpi-
tation and choking sensations are frequent symptoms. As a result of 
the general weakness the appetite is poor, digestion is impaired, and 
such complaints as loss of appetite, eructations, flatulence, nausea and 
constipation may be present . As a ·sequel to the disturbed gastro-
intestinal condition the e patients become very particular and fastidious 
about t heir food, frequently cutting out of their diet the iron producing 
,. food, and living on a diet rich in carbohydrates, which in turn aggra-
vates their anemia. Sore tongue with glossitis and atrophy are common 
and closely resemble that seen in pernicious anemia, but to a lesser 
degree. Numbness and tingling of the extremities is a common occur-
ranee but is not associated with objective neurologic findings. This is in 
direct contrast to pernicious anemia where objective neurologic findings 
are almost regarded as an essential part of the diagnosis. 
PHYSICAL EXAMINATION 
The patients are not acutely ill, but appear weak, l'!Xhausted and 
tired out. There is a marked pallor of the skin which is of a white 
waxy appearance. The lemon tint of the skin found in pernicious 
anemia is absent in the hypochromic type. The mucous membranes are 
pale and anemic, the tongue shows papillary atrophy. Functional mur-
murs in the heart are common. The spleen is palpable in 50 % of the 
cac;es. The finger nails are often characteristic. They are lustreless, 
and present a peculiar flattening and concavity with longitudinal ridg-
ing and extreme brittleness. The concavity is sometimes of sufficient 
degree to hold a drop of water. Objective neurologic findings are absent. 
THE BLOOD PICTURE 
The blood picture is one of the most characteristic findings of the 
disease and is the thing from which the descriptive name arises. The 
' , 
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surprising t hing is that the erythrocyte count is so high. In the great 
majority of cases the red blood cells number over 3.00 million, while 
the hemoglobin is strikingly low, and out of all proportion to the red 
count. The hemoglobin is usually between 6 and 8 gms. (35-50 % ) per 
100 cc. of blood. This means that each individual red cell is deficient 
in hemoglobin and hence in iron, and the color index is always below 
unity. The r ed cells themselves are smaller than normal, having an 
average diameter of 6.5 microns (normal 7.8). Poikilocytosis, poly-
chromasia and pallor of t he red cells are often marked and occasionally 
nucleated r ed cells a re found . These blood findings are in direct contrast 
to pernicious anemia, where the red cells ar e larger than normal (aver-
aging 8.5 microns ) , and where there is a proportionately greater 
decrease in the number of red cell , than of the hemoglobin resulting 
in a positive colour index. 
There is no evidence in these cases of increased blood destruction 
and the icterus index is usually low. This also is in direct contrast to 
pernicious anemia. The leucocytes do not show any significant changes. 
Hb . ....... . ... . 
RBC 
C.L ... .......... ..... . 
FIGURE 1 
Secondary 
Anemia 
50 % 
2.710 
0.8 
P.P.A. 
44 % 
1.730 
1.2 
Microcytic 
Hypochromic 
23 % 
3.540 
0.4 
Average Diam. of R.B.C . . 7-8 microns 8-9 microns 6-7 microns 
LEGEND 
Fig. I.- Chart to show typical blood findings in secondary anemia due to blood 
loss; in primary pernicious anemia , and in idopathic hypoch romic a nemia. 
GASTRIC SECRETION 
One of the p eudonyms of this disea se is simple achlorbydric 
anemia, but as more cases are being reported we are learning that while 
achlorhydria is a very common occurrence it is not essential to the 
diagnosis, but in those cases where free Hcl is found it is usually low, 
as is also the total acidity. Approximately 84 % of the reported cases 
showed no free Hcl aft er an E wald meal. 
DIAGNOSIS 
The diagnosis of this particular type of anemia does not offer much 
difficulty once the physician is aware of the condition. Whether we are 
justified in assuming this condition to be a disease entity rather than a 
syndrome is open to question. The fact remains, however, that for 
practical considerations it should be considered on its own merits. Many 
of these pat ients have gone about for years in a state of chronic 
invalidism and inefficiency, being subject to expensive investigation, 
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needless operations and finally labelled as psychoneurotic or chronic 
nervous exhaustion and given no further consideration. The treatment 
is simple and amply repays t he physician for his work. When there are 
present such symptoms as long continued weakness and tiredness with 
sore tongue, and vague ga tro intestinal symptoms in a woman between 
30 and 50 years of age, . especially if on examination there is found 
pallor, atrophy of the tongue, functional cardiac murmurs, splenome-
galy, or irregular brittle and lustreless finger nails with a blood picture 
which shows a hypochromic, microcytic character, the probable diag-
nosis becomes evident. The presence of achlorhydria or low acids 
affords corroborative evidence. A similar blood picture may be found 
in conditions of chronic blood loss, but the presence of koilonychia, the 
splenomegaly and the disturbance in gastric secretion affords ample 
evidence that there is some more fundamental disturbance in the orga-
nism than just mere loss of blood. Probably all of the cases of so-called 
pernicious anemia with low colour index are instances of hypochromic 
microcytic anemia. They can be readily differentiated by the lack of 
evidence of blood destruction, the absence of neurological findings and 
the presence of a macrocytic hyperchromic as opposed to a microcytic 
hypochromic type of anemia. Many of these cases have long paraded 
under those glorified cloaks of ignorance called chronic nervous exhaus-
tion, psychoneurosis or hysteria whereas a little invesigative effort 
would have revealed their true underlying condition. 
TREATMENT 
While these patients have certain of the characteristics. of per-
nicious anemia, liver, or dessicated bog's stomach therapy are useless 
as far as treatment is concerned. Small doses of iron are equally dis-
couraging. The beneficial effects of large doses of iron was first pointed 
out by Faber in 1924, and since then many investigators have added 
corroborative evidence of the value of large amounts of iron. So con-
sistent is the response to iron therapy that if the patients do not 
show improvement within three weeks' time the diagnosis may well be 
questioned. Several different forms of iron have been given, all with 
varying degrees of success provided it be given in sufficiently large 
dosage. Both Dameshek, and Wintrobe and Beebee used the soluble 
ferric ammonium citrate in doses ranging from 3 to 15 grams ( 45-225 
grs.) daily, with good result . Mills used Blaud's mass in doses of 
1 to 4 grams ( 15-60 grs.) daily with very indifferent results, and only 
after he had added a small amount of copper did he get a good thera-
peutic response from that dosage of iron. The addition of small amounts 
of copper seems to definitely increase the efficiency of the iron. The 
nature of this reaction due to the copper is not clear but it is probably 
in the nature of a catalyst. The same thing has been shown experi-
mentally on the nutritional anemias of rats. Josephs has also shown 
that the addition of small amounts of copper to an iron mixture has 
a greater beneficial effect on the anemias of infancy than iron alone. 
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The cases here reported were given iron and copper with good results. 
The amount of iron used was definitely lower than that used by Wintrobe 
and Beebee, and yet the results seem equally as good as theirs. From 
this it would seem that the addition of small amounts of copper may 
cut down the amount of iron required. 
CASE 1. Mrs. B., a 52-year-old housewife, was first seen in April, 
1929. She complained of dizziness, dyspnoea, slight palpitation, and 
pain along the left costal margin on slight exertion. She was also 
troubled with gaseous indigestion which was relieved by soda, and 
constipation. In addition she had transient attacks of numbness and 
tingling in her hands and feet and an occasional sore tongue. She also 
suffered from nervousness, restlessness, insomnia and was subject to 
periodic depressions. Her previous illnesses included a uterine curret-
tage 19 years previously and a peptic ulcer 5 years ago which received 
medical treatment and had been symptomless since. 
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FIG. 2 
Physical examination revealed nothing of importance except a 
marked waxy pallor of the skin and pale anemic looking mucous mem-
branes. Her heart was of normal size and the sounds showed no abnor-
mality in either character, rate or rhythm. Her finger nails were brittle 
with longitudinal ridging and presented either a flat or convex instead 
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of the normal concave surface. Laboratory examination revealed a 
hemoglobin of 35 % (Dare) with a red blood count of 3,860,000 cells 
per cu. mm. The colour index was 0.41 and the . leucocytes measured 
7,500 per cu. mm. wit h an essentially normal differential count. The red 
cells were small in size, pale in charact er with some polychromasia and 
poikilocytosis. An examination of the urine showed it to have a specific 
gravity of 1011, and there was no albumen, sugar, casts, red blood cells 
or pus. A Wasserman test on t he blood was reported negative. A 
roentgenographic examination of the gastro-intestinal tract and the gall 
bladder revealed an absence of pathology. A gastric anaiysis showed 
no free Hcl acid after an E wald test meal. Examination of the stools 
showed no evidence of parasites or ova. 
The presence of an achlorhydria, associated with a sore tongue, 
parasthesias and an anemia suggested a pernicious type of anemia, 
except that the colour index was too low. 
In spite of this discrepancy, however, she was started in April, 
1929, on liver extract, one ampoule three times daily, but her hemo-
globin failed to show a significant rise. (Fig. 2.) She was then given 
Ferrum E., a mixture containing a concentrated vitamine E with 
approximately Yio gr. of iron, three times daily. This was given con-
tinuously over a period of 10 months, being reinforced by liver therapy 
during part of that time, but produced only a slight elevation of the 
hemoglobin. Medication wa s t hen changed to iron ammonium citrate 
gr. 90 and copper carbonate gr. ~ 6 daily, and there was a prompt rise 
in the hemoglobin content. Patient discontinued treatment in February, 
1931, and a blood estimation in October, 1933, showed 4.5 million red 
blood cells and hemoglobin of 90 % with a normal colour index. A gastric 
analysis at this same time still showed an absence of free Hcl. 
CASE 2. Mrs. M., 28 years of age, housewife, was admitted to 
hospital 8/ 10/ 33, complaining of a dyspnoea, weakness, lack of energy 
and vomiting. Patient stated t hat following the birth of her child six 
years ago she had never regained her normal strength. She was weak, 
tired out easily and found difficulty in doing her own work. One week 
previous to admission, she began to experience nausea and vomiting 
which persisted unt il she entered the hospital. She had also had a sore 
tongue but no parasthesias of her hands or feet. About two months 
previous to admission to hospital her menses had become more frequent, 
occurring every three weeks, but there was no change in the duration 
or character of the flow. 
Physical examination r evealed a waxy, pale, thin, undernourished 
woman of small stature. She was of cheerful disposition and thor-
oughly co-operative, but weak and exhausted. Her pupils reacted 
normally, and her sclerae were white with a bluish tinge. Her teeth 
were in good condition, but her mucous membranes were pale and 
anemic in appearance. Her tongue was pale and ~;bowed a moderate 
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degree of papillary atrophy; bilateral tonsils tags were present, but 
they did not appear infected. Apart from a soft blowing systolic mur-
mur at the apex, the heart and chest were normal. Abdominal and 
pelvic examinations showed normal findings. The finger nails were 
longitudinally ridged and brittle, and while most of them were fiat, two 
had a definitely concave surface. Neurologically the superficial and deep 
reflexes were all present. Touch, pain, temperature, position and vibra-
tion sense was normal t hroughout. 
An examination of the blood showed a count of 3,540,000 red cells, 
with 8,300 leucocytes and a hemoglobin of 23 7c . A blood smear showed 
the cells to be pale in character with many ring forms present. There 
was great variation in the size and shape of the cells and poikilocystosis 
and anisocytosis was common. The average diameter of t he red cells 
was 6.0 microns. An analysis of the gastric contents showed an absence 
of free Hcl. acid after histamine stimulation. A roentgenologic exami-
nation of the gastro-intestinal tract revealed an absence of pathology. 
A diagnosis of idiopathic hypochromic anemia was made and 
patient was given 80 grs. of iron and ammonium citrate and %0 gr. 
copper carbonate daily. The hemoglobin showed a constant rise and 
at t he end of five weeks measured 90 %. In the same interval the red 
blood count rose from 2.18 million cells to 4.5 million cells per cu. mm. 
The colour index improved from 0.3 to 0.8 in the same length of time. 
At fi rst this patient was nauseated and unable to retain an adequate 
diet, but as soon as improvement started she regained her appetite 
rapidly. Her general improvement was remarkable and she offered the 
".tatement that she felt better and stronger than she had felt for years. 
These two cases are typical of the whole group of hypochromic 
anemias. The first case shows the uselessness of ample liver therapy, 
and also the inefficiency of small doses of iron. They both show a prompt 
response to large doses of iron when combined with small amounts of 
copper. 
PROGNOSIS 
The course of this disease is one of chronic long continued ill health, 
leading to much inefficiency and loss of time. Complete spontaneous 
remissions are rare. Under the influence of iron and copper, or large 
doses of iron alone, there is quick and rapid improvement, both in the 
blood and in the general symptomatology. The symptomatic relief may 
not be entirely complete, part of which may be due to the mental outlook 
engendered in these patients by their lon_g continued ill health. The late 
therapeutic results are not as good as the immediate ones and frequent 
rcourse to iron medication may be necessary. 
PATHOGENESIS 
From the work of Castle and his associates it has been pretty 
definitely proven that one of the fundamental defects in pernicious 
anemia is a defective gastric secretion. Further evidence incriminating 
the stomach as an etiological cause for anemia is shown by the fact that 
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Taylor, on examining 52 patients several years after Polyagastre~­
tomies found an anemia in 23 cases. There was no demonstrable cause 
for the anemia but t here was evidence of a defective gastrict secretion. 
The presence of intestinal parasites, _notably Dibothriocephalus latus, 
will produce an anemia identical with that of pernicious anemia. 
Expulsion of the worm will cure the anemia which, however, will relapse 
if the parasite is allowed to remain. This anemia has been explained by 
the liberation of haemolysins from the parasites, but opinion now seems 
to be changing to the view t hat it is dependent upon either the destruc-
tion of the hemoglobin forming qualities of the food or to faulty intes-
tinal absorption. Resections of several feet of small intestines has been 
shown to produce an anemia identical with that of pernicious anemia. 
These facts point to the possibility of a faulty gastro-intestinal tract 
being an etiological factor in the production of anemia. 
Similarly it may be argued that a defective gastro-intestinal condi-
tion may be the fundamental defect in cases of hypochromic anemia. 
This t heory finds support in the fact t hat Meulengracht found a gastric 
defect in 50 o of 18 cases of idiopathic hypochromic anemia some _ 5 to 
20 years before the anemia made its appearance. Similar instances may 
be cited in the case of pernicious anemia. Another important link in 
the chain of evidence incriminating the disturbed gastro-intestinal 
condition as a causative factor is the relatively huge daily amounts of 
iron needed in treatment as compared to the slight daily increase in 
the hemoglobin. This great discrepancy between the amount of iron 
given and the amount of hemoglobin formed must be due largely to 
faulty absorption from the intestinal tract. 
All authorities have emphasized the importance of pregnancy as 
an etiological factor in this type of anemia. In 70 % of Wintrobe and 
Beebee's 25 cases there was a definite correlation between pregnancy 
and the onset of symptoms. The infrequent occurrence of the disease 
after the Menopause a lso suggests that it is in some way connected with 
the reproductive system. The fact, however, that the great majority 
of women suffer no ill effects from the normal performance of the 
reproductive system, suggests that there is in these patients a defective 
utilization of the normal hemoglobin building material which the diet 
contains. This also suggests a faulty gastro-intestinal mechanism. 
Assuming, then, that the defect in idiopathic hypochromic anemia 
is faulty gastro-intestinal function, resulting in inadequate absorption 
of iron from the dietary, what is the nature of this defeat? Is it located 
in the stomach, or in the int estines? Is it merely a lack of hydrochloric 
acid or is it a deficiency in some other hypothetic substance which has 
to do with the absorption and utilization of iron? We know it is not due 
solely to a lack of Hcl because some typical cases do have free acid 
and the feeding of acid does not cure them. As yet we are at a loss to 
know the nature of this gastric defect and further study will be neces-
sary before a definite conclusion can be reached. 
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In conclusion we may say that in recent years approximately 500 
cases of a microcytic hypochromic type of anemia associated with 
achlorhydria have been des~ribed in the literature. It may be defined 
as an anemia of unknown etiology, occurring especially ·but not exclu-
sively in women in the third to fifth decades of life, and characterized 
by an insi.dious onset with such symptoms as are common to all anemias, 
and, in addition, glossitis, stomatitis, parasthesias without objective 
neurologic changes, and often splenomegaly and koilonychia. The 
majority of cases have evidence of a disturbed gastric secretion in that 
the free Hcl acid of the stomach is either low or absent. The blood is 
characterized by microcytosis, a hemoglobin deficiency and a ready 
response to adequate iron therapy. The evidence so far available sug-
gests that the fundamental disturbance is one of defective gastric 
secretion with faulty utilization of the materials in the diet for hemo-
globin formations. Such factors as excessive blood loss from menstrua-
tion or from hemorrhoids, or a diet poor in hemoglobin forming 
qualities, are to be considered secondary factors rather than primary 
etiologic agents. 
Doctor, 
Read this extract. Honestly I think this self-medication is becoming 
very serious. 
Drugs such as Liniment and Nembutal are selling like aspirin and 
the reason is 100 %, because the physician is informing his patients to 
go to tne drug store and ask for them or the doctor is giving his patient 
the sample sent by the manufacturer. 
Possibly the daily unrestricted use of two such drugs will not have 
any physical or mental or moral effect, but I doubt it, as I personally 
know of several cases where the patient has been taking, for months, 
nembutal or medina! to produce sleep-besides these are a little cheaper 
than three or four Spts. Frumenti. 
I want, naturally, all the legitimate sales I can get, but when the 
habit is becoming so prevalent it is time the fountain-head have it drawn 
to their attention. 
If the druggists are in the wrong we would be glad to correct it, 
but not one per cent of our druggists do any counter prescribing. 
-S. R. B. in Nova Scotia Medical Bulletin. 
·=-The Pre-Operative and Post Operative 
Care of Patients with Prostatic Disease 
R. J. FRASER, M.D., 
Hamilton. 
THIS paper is based upon a study of the pre-operative ·and post-
operative care of twenty-seven consecutive cases at St. J oseph's 
Hospital, which has led to t he conclusion that careful pre-operative and 
post-operative care is essential factor in mortality reduction. The great 
reduction of mortality in recent years following operation for prostatic 
disease has been brought about by such factors as the careful pre-
operative and post-operative care, spinal anaesthesia and the develop-
ment of the one-stage operation. 
Twenty years ago the mortality from the operative treatment of 
patients with prostatic disease was in the neighborhood of fifty per cent. 
Today the operative mortality in the hands of urologists is about two 
per cent. This figure does not include the death rate after suprapqbic 
cystotomy which is reported as seven per cent. The mortality of 1,000 
cases at the Mayo Clinic was 4.2 per cent. These figures compare 
favorably with major operations on patients of similar ages. The 
operation can now be recommended as a safe procedure. The factors 
stressed in this paper, which have made this possible, are the better 
pre-operative and post-operative care. 
The average age of the patient studied was 70.4 years, and the 
average pre-operative care was 11.3 day . Only a small percentage 
(10 per cent.) of the patients was seen in the early stages of the disease. 
They had slight frequency of micturition, and a small amount of residual 
urine. The bladder was not infected and there was no kidney damage. 
The cardio-vascular system was not affected. These patients were 
formerly subjected to an immediate operation, but experience has 
shown that even in the cases seen early the bladder should be made as 
immune to infection as possible by using irrigations for from seven 
to ten days. Ninety per cent. of the patients had infected bladders with 
kidney damage, and affections of the cardio-vascular system. These, 
of course, required careful preparation for the operation. 
The object of pre-operative care is to get the patient as well as 
possible, to restore him to normal in that he looks and feels well and 
eats and sleeps well. If one can tell at a glance that he is in good 
physical condition, his blood chemistry and phthalein tests are likely 
to be satisfactory. If time can be spared, the patient's condition may 
be improved by the use of t he in-dwelling catheter. The operation can 
be done either by the one or two-stage method. There is no doubt that 
primary prostatectomy allows more acctlrate bladder surgery than doe3 
the two-stage operation. The latter operation is indicated in about 
*Read at alumni reunion, London, Ontario. 
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one-fifth of the cases, made up approximately of six per cent., showing 
intolerance to catheters, ten per cent. with calculi, and three per cent. 
with di verticuli. 
The pre-operative treatment varies with every patient, depending 
upon the condition of the patient when first seen. The underlying 
principles are irrigation, drainage and decompre sion, restoration of body 
fluids, the use of urinary antiseptics, and the care of cardio-vascular 
and renal systems. Studies are carried out as follows:- urinalysis, blood 
chemistry, blood counts, phthalein tests, blood pressure, estimation of 
residual urine, measurements of intake and output of the increased 
amounts of fluids taken. The urinalysis give an indication of bladder 
or kidney infection, special attention being given to pus cells, casts and 
microorganisms. The renal system is of foremost importance. The 
urea nitrogen should be reduced to 30 mgm. or less per 100 cc. of blood. 
The phthalein tests should show forty per cent or more excretion for 
the two hour period. Residual urine should be present. The blood pres-
sure should be under 200 mgm. of mercury. 
Drainage is most important throughout the entire course of the 
treatment. Catheterization is carried out best with the bi-coude catheter, 
which is seldom impossible to insert. Rarely, a silver catheter will 
have to be employed, and still more rarely, supra pubic puncture. 
Occasionally, a ureteral catheter· is used. Trauma may be avoided by 
gentle manipulations. Too much stress cannot be laid upon the impor-
tanec of not completely emptying an over distended bladder at one time. 
Removal of pressure too suddenly results in congestion of the kidneys 
and, possibly, complete suppression. Withdrawal of two or three ounces 
of urine every two hours is sufficient, fluids being forced at the same 
time. Imperial drink, orangeade, ginger ale and water are used. 
Drainage minimizes the bladder infection, reduces the urea nitrogen and 
increases the phthalein output. Mechanical aspirators or syphon drain-
age, or a combination of both are used. By drainage and by decom-
pression with the in-dwelling catheter, both kidney damage and cystitis 
are combatted. 
Bladder irrigations are commenced after t he distended bladder has 
been dealt with. The solutions used are normal saline, a solution of 
boracic acid and hydrogen peroxide, potassium permanganate, and 
neutral acriflavine. All of the cases were irrigated with a 1 :3000 
solution of acriflavine, followed by merchurochrome or argyrol instilla-
tions. If the urine is acid and contains pus, potassium citrate is given; 
if alkaline, sodium acid phosphate and hexamine in doses of ten grains 
every four hours, or one and one-half grains of acriflavine morning and 
evening. 
The cardio-vascular and renal systems are studied by blood 
chemistry, estimation of residual urine, and the phthalein test. A high 
residual urine is usually indicative of badly impaired kidneys. Digitalis 
is indicated in the presence of oedema or changes in rate of rhythm of 
the heart. In this type of case, fluids are minimized. 
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The post-operative treatment may be divided into two parts, an 
immediate and a subsequent. The immediate care consists of the 
removal of the patient from the operating room, proper attention to 
drainage and to the pilcher bag. The patient is taken back to his room 
with the foot of the carriage elevated four to six inches, and the foot 
- of the bed also elevated and left in this position for one to two hours. 
The drainage tube is connected to a receptacle at the bedside, and the 
pressure from the pilcher bag is relieved after six to eight hours. The 
patient is watched for exces ive hemorrhage. If there is more bleeding 
than usual, the pressure is replaced in the bag. This is done by measur-
ing the amount withdrawn and by reinjecting the same amount. The 
pilcher bag is removed in twenty-four hours and a size 30 catheter 
is inserted through the supra-pubic incision into the bladder. Only 
enough solution is injected with a syringe through the tube to promote 
drainage for the first forty-eight hours. The tube is removed and 
replaced daily with one of smaller size. The bladder is irrigated two 
or three times each day. After the sixth or seventh day, the supra-
pubic drainage is replaced by an in-dwelling catheter. This is removed 
and replaced daily. Irrigations are continued until about the fourteenth 
day. Then the catheter is removed, but may be replaced in the evening 
and taken out in the morning. Bladder irrigations are now given once 
daily. 
The subsequent post-operative care deals with efforts to avoid 
complications and their treatment should they arise. The most frequent 
of these are: hemorrhage, shock, sepsis, uraemia, embolus, cardio-
vascular and pulmonary conditions, ileus and wound infection. Pre-
ventive measures for hemorrhage are used at operation, which tends to 
eliminate infection. If bleeding occurs, hot irrigations or hydrogen 
peroxide irrigations are used. Replacement of the pilcher bag may be 
necessary or transfusion may even have to be resorted to. Shock is 
combatted by application of external heat. Fluids are given by mouth, 
subcutaneously, by bowel or intravenously using 10 per cent. glucose. 
Pituitrin may be used. 
Sepsis may be localized or generalized. Local infection is taken 
care of by bladder irrigations and daily removal and insertion of the 
catheter. All of the cases were irrigated with acriflavine. If the infec-
tion is generalized, Young advises the use of intravenous merchuro-
cbrome, 10 cc. of a 1 per cent solution per 100 pounds of body weight, 
increasing by 4 to 5 cc. every three or four days. Intravenous mer-
curochrome may be given in impaired kidney function as in pyelo-
nephritis or acute nephritis. Epididymitis is prevented in most cases 
by ligation of the vas deferens. The sutures are removed about the 
fourteenth day. The frequency of this complication before t his procedure 
was around 25 per cent. and now is in the neighborhood of 7 per cent. 
If the complication occurs, upport is arranged and ice bags applied. 
If the infection goes on to suppuration, excision and drainage may be 
necessary. 
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Embolism accounts for about 1 per cent. of the mortality. Nothing 
will prevent ·its occurrence. Cardio-vascular conditions may be 
minimized with thorough pre-operative study and care. Uraemia is 
combatted by elimination by bowel, kidney and sweat glands. For ileus, 
enemas are used, followed with physostigmine gr. 1/ 30, which may be 
repeated in a half hour, or 1/ 10 gr. may be given immediately in severe 
cases. If the blood pressure is low, pit uit rin is used. Wound infection 
is, more or less, constantly present. In some instances the larger 
catheters predispose of it. Thorough irrigations with acriflavine two 
or three times daily, or with hydrogen peroxide once daily give very 
good ·results. Pulmonary conditions may be lessened by letting the 
patient up and around before operation and as soon after operation 
as possible, together with the choice of an anaesthetic. In all the above 
cases spinal anaesthesia was used. 
The solution now in use is a novocain preparation made by Pitkin. 
The trade name is Spinocain and it contains 200 mgm. of novocain, 2.2 
mgm. of strychnine sulphate in a special solvent of alcohol and sterile 
water, to which an amylo-prolamine combination is added. There are 
advantages in using Pitkin's solution, because the anaesthesia is con-
trolable. The solution has a lighter specific gravity than the spinal 
fluid, the degree of anaesthesia being regulated by the position of the 
patient. The viscid character of the solution also prevents diffusion. The 
pre-operative use of ephedrine prevents a fall of blood pressure and 
maintains it at a safe level throughout the operation. Complete relaxa-
tion "of the voluntary muscles and contraction of the smooth muscles 
give ample room to work by sight as well as by touch. It is almost 
impossible to enter the abdominal cavity. Hemorrhage is more readily 
controlled. Nausea and V-omiting rarely occur, and patients are able to 
take liquids immediately before, during, and after operation, thus 
avoiding dehydration. There is less danger of pulmonary complications 
and less strain on the heart and kidneys. Shock is almost entirely 
eliminated. 
In conclusion I would make a plea for better pre-operative and 
post-operative treatment. The more frequent use of the indwelling 
catheter and frequent irrigations will lead to more one stage operations, 
and the patient's time will be minimized in the hospital. Do not forget 
that if the patient looks well, feels well, eats well, and sleeps well, he 
may be considered a safe risk for prostatectomy. And we believe spinal 
ai1aesthesia has no equal. 
27 consecutive cases of prostatectomy at St. Joseph's Hospital, Hamilton. 
Average 
Average Average Average No. of Average Oldest Young- No. of of No. who days Age Age est Age days in pre-oper. 
voided before hospital days wound 
closed 
70.4 84 50 34 11.3 16.7 - 21 
Mortality 0 
Minimal Pulmonary Tuberculosis 
P.M. YOUNG, B. A., Meds '35. 
A GOOD history is to the clinican what a roentgenographic chest plate is to the radiologist!" 1 is the opinion of a prominent physi-
cian regarding the importance of the history in pulmonary tuberculosis. 
This particularly is true in minimal cases where physical signs are few, 
a positive sputum is rare and the X-ray is not always conclusive. A 
carefully taken history directs the attention of the clinician to certain 
organs or systems which should be examined in detail. Chapman points 
out that a large percentage of cases of pulmonary tuberculosis are not 
diagnosed early because the physician consulted does not carry out a 
chest examination. This omission is due to either an incomplete history 
or failure to recognize the significance. of the symptoms elicited. 
This study of fifty histories, fn cases diagnosed minimal pulmonary 
tuberculosis in Queen Alexandra Sanatorium at London, Ontario, was 
done to determine the most important features of a complete history. 
Thus, when they are encountered in subsequent histories, these features 
will be recognized as significant and a thorough chest investigation 
performed. 
The following are the most important relevant findings: 
Cough was a complaint in 37 cases (74 %). Of these, five were 
unproductive. The duration was between 1 month and 15 years, the 
majority being between 2 and 6 months. This leaves 13 cases (26 % ) 
which had no cough. According to Norris and Landis any cough which 
persists for 2 months or more may safely be considered tuberculous until 
proven otherwise. Chapman, in a series of 200 cases4 found that the 
two most common symptoms bringing the tuberculous patient to his 
doctor were cough and malaise (each 24 %). 
Malaise was complained of in 35 cases (70 %). Of these 25 com-
plained of tiring readily, 16 of loss of strength and 5 of irritability 
and nervousness. These symptoms lasted from 1 month to 4 years. 
Two cases gave a history of several periods previous to the onset of 
the present symptoms when, for months at a time, they suffered from 
.. · malaise similar to that described above. According to some authorities 
these vague symptoms, of insidious onset and progressive nature, are 
often neurasthenic in origin. 
Chest Pains were found in 35 cases (70'% ). Of these, 18 were 
definitely diagnosed as pleurisy; 6 having an accompanying effusion. 
It is now recognized that about 80 % of primary pleurisies are tubercu-
lous in origin, more particularly pleurisies with effusion. The other 17 
cases had one or more attacks of dull pain lasting from 1 week to . 
6 months. It is said that pains which recur a number of times in a 
certain region of the chest are strongly suggestive of pathology. 
Loss of Weight had been noticed by the patient in 32 cases (64%). 
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The majority of these had losses of between 10 and 30 pounds over a 
period of 3 months to 1 year. In 5 cases the loss was recorded in com-
parison with the patient's maximum weight which had been attained 
more than one year previously. Losses were not considered significant 
in adults unless they exceeded 5 pounds. 
Frequent Colds were found in 19 cases (38 % ). Most of these gave 
a history of frequent colds for 6 years or more, which were seldom 
described as severe and were often only so-called "head-colds". 
Night Sweats were found in 19 cases (38 % ). Most of these 
patients had had occasional night sweats over a period of several 
months. The typical night sweat of tuberculosis is described as one 
which occurs late in the night during sleep; on awakening the patient 
feels cold and clammy and frequently needs a change of clothes. Cabota 
says that sweating may occur at any time when the patient falls asleep. 
Many clinicians consider that, during the early stages of the disease, 
there is frequently a tendency to sweat on the least physical or mental 
exertion. 
Digestive Disturbances occurred in 18 cases (36 % ). These were 
of a varied nature, assuming the form of loss of appetite in 9 cases, 
pain in the abdomen in 7, eructations of gas in 4, vomiting in 3, con-
stipation in 2, diarrhoea in 1 and occasional nausea after eating in 1. 
These were usually not stressed by the patient but in several cases 
were among the chief complaints. Some authors explain the anorexia 
as being due to an insufficient gastric secretion associated with the 
tuberculous condition. Vomiting may be precipitated by severe 
oaroxysms of coughing. 
Spitting of Blood occurred in 14 cases (28 % ). Of these 9 had 
frank hemoptyses, the average vo!ume being 1 to 4 drachms. Six 
patients had an hemoptysis within one year of admission while 2 had 
had one more than 20 years previous, indicating the length of time a 
minimal lesion may be present. Regarding this symptom Cabota says 
that, in temperate climates, an hemoptysis for which no other explana-
tion can be found is tuberculous. Exertion has been commonly con-
sidered as the exciting cause of hemoptysis, but Bang2 found, in a 
series of 354 cases, that 69 % of the haemorrhages occurred when the 
patient was lying in bed or reclining on a couch. Norris and Landis6 
consider that the cause is often an acute respiratory infection since it 
is not at all uncommon in an institution, for a number of patients to 
have an hemoptysis within a few days. 
Dyspnoea on exertion had been notif-- · in 7 cases ( 14 % ) . In 
minimal cases this is not due to diminished VItal capacity of the lungs. 
A number of explanations have been given such as: secondary anemia 
and myocardial weakness, nervousness with resultant tachycardia, fever 
and also immobility of the diaphragm. 
Hoarseness had occurred in 7 cases ( 14 % ). The usual complaint 
was of occasional huskiness of the voice lasting for several days. Its 
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relation to the tuberculous lesion appears doubtful in this series since 
none of the cases had a positive sputum. However, both Cabota and 
Norris and Landis6 stress its importance as evidence of a chest lesion. 
Other Tuberculous L esions had occurred in 7 cases ( 14 % ) . These 
included 4 tuberculous joints, 2 cases of tuberculous lymphadenitis, 2 of 
renal tuberculosis, 1 ischiorectal abscess and 1 tuberculous peritonitis. 
Of these, 5 had occurred a number of years before admission, while 5 
were present at the time. Norris and Landis6 advise that in adults 
with any tuberculous lesion, the chest should be suspected and examined 
as it is here that the primary focus is usually located. 
Erythema Nodosum was found in 1 case (2 % ). This occurred two 
months before the pulmonary condition was diagnosed. It is mentioned 
because of the apparent relat ionship, pointed out by Cruisea and others, 
between this condition and tuberculosis. 
His tory of Contact was obtained in 22 cases ( 44 % ) . Our criterion 
was whether the patient had lived in the same house with, or visited 
frequently, a case of pulmonary tuberculosis. In many of these cases 
the contact occurred during t he early susceptible years of life, although 
the disease was not recognized until adult life. 
Age. Thirty-seven of the cases were distributed almost uniformly 
between the ages of 21 and 43 years, while 11 were under 21 and only 
2 over 43 years of age. 
In two of the histories the symptoms of the present condition dated 
from a serious illness : one f rom severe cellulitis of the scalp, the other 
from childbirth. These may be considered as important factors in the 
activation of a latent tuberculous infection. 
A brief resume of a few unusual histories shows the value of fol-
lowing up suggestive findings by a thorough examination. 
1. Female, age 22 years, had contact with tuberculosis by nursing 
her mother. Mter losing some weight early in the spring she developed 
an ischiorectal abscess in May. While in the hospital with this she 
developed a slight dry cough. Physical examination revealed rales in 
the region of the right hilus where a minimal lesion was demonstrated 
by X-ray. In the sanatorium the lesion extended, even with complete 
bed rest, and required a pneumothorax which gave a good result. 
2. Female, 21 years of age, had contact with tuberculosis during 
training as a nurse. E ighteen months before admission she noticed an 
afternoon rise in temperature and had a sero-sanguinous nasal dis-
charge. Twelve months ago she developed an enlarged gland in the 
axilla which, on removal, was found to- be tuberculous. One month ago 
she developed a dull pain in the chest, which was aggravated by breath-
ing. She had neither cough nor sputum, had lost no weight and had 
no other complaints. Although a physical examination gave no definite 
findings, a chest X-ray was taken which disclosed a lesion. The presence 
of a tuberculous lesion was confirmed by her subsequent progress. 
3. Female, 27 years old, had contact with her brother-in-law who 
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suffer ed f rom pulmonary tuberculosis. Five years before admission she 
had a dull pain in the right apex for one week, which occurred after 
childbirth. Four months ago she noticed herself becoming tired and 
irritable. One month ago she had a "chest cold" which was accom-
panied by a dull ache in the right side of the thorax lasting for two 
weeks. Her weight was nor mal and her appetite good. She had neither 
cough nor sputum. The r ecurring pain in the right side of the chest, 
with increased tendency t o tiring and irritability, prompted a chest 
examinat ion. The physical findings were negative but the X-ray plates 
showed a defin ite parenchymatous lesion in the right apex. 
The following is one of several cases which contain so many typical 
symptoms as t o leave little doubt of the diagnosis: 
4. Male, aged 41 years, had contact with his sister who died of 
pulmonary tuberculosis. As a child he suffered from tuberculous 
adenitis. At 15 years of age tuberculous peritonitis was diagnosed at 
operat ion. At 25 he had several tuberculous glands removed from his 
axilla. Dur ing the last 7 or 8 years he has suffered from frequent colds 
to which was added progressive tiredness beginning two years ago. For 
the last six months he has complained of cough with considerable 
expectoration, during which period he has suffered a weight loss of 
12 to 15 pounds. He has had a few night sweats and, during the last 
month, several small hemoptyses. 
SUMMARY 
1. This study shows the great value of the history in discovering 
cases of minimal pulmonary tuberculosis. With every suggestive history 
a complete chest investigation, including physical examination, X-ray 
and sputum analysis should be done. 
2. Cough, sputum, spitting of blood, chest pains and frequent 
"colds" all point to a lesion in the chest. 
3. Unexplained malaise, night sweats and tuberculous lesions else-
·where call with equal force for investigation of the chest. 
4. Digestive disturbances, dyspnoea, hoarseness and erythema 
nodosum form valuable supporting evidence for the diagnosis of pul-
monary tuberculosis. If these are present, without another cause being 
found, lungs should be investigated. 
5. A patient may have pulmonary tuberculosis without any symp-
oms which he refers to his chest. 
6. In typical cases the diagnosis could be made with considerable 
accuracy from the history alone. 
I wish to thank Dr. Crombie of Queen Alexandra Sanatorium at 
London, Ontario, for permission to use the staff records; also Dr. G. K. 
Wharton for his advice in preparing this paper. 
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Case of History Gastric Carcinoma 
By HERBERT MOSSER, M.D. 
T HIS case was chosen because it presented some unusual difficulty in early diagnosis and later showed an interesting network of 
symptoms. 
Mrs. R. MeL., white, aged 56, complained about August 15, 193~, 
of weakness and of difficulty in breathing after climbing stairs. She 
had begun to notice her weak condition in June. Finally she had to 
give up working and r emain in bed. She had no other complaints except 
slight loss of appetite. Examination revealed nothing but a systolic 
blood pressure of 190, which was reduced by purgation, luminal and 
continued rest in bed to 160. She began to feel a little stronger and 
was out of bed part of t he day. Then one night, about August 30th, 
she complained of a very severe headache which persisted from that 
time on. Analgesics r elieved the headache only temporarily. With the 
aching most severe in this region, the right frontal area was tender. 
The patlent began to have nausea and vomiting and, a little later, slight 
tenderness in the r egion of t he gall bladder. At about the same time 
there was an attack of project ile vomiting. This recurred a few times 
during her illness. On September 16th a slight tinge of jaundice was 
observed. On September 19th the patient was transferred to Victoria 
Hospital with two additional complaints: blurring of vision; numbness 
and tingling of the thumb and index finger of the right hand. Physical 
examination revealed a very tired, well-nourished, elderly, white female 
lying comfortably in bed. The skin was dry, warm and markedly 
yellow. The conjunctivae were yellow. The abdominal wall was too 
fat for satisfactory palpation. Nothing ·else of significance was found. 
On September 21st there was projectile vomiting, without any preceding 
nausea. On September 24th t he optic discs were choked. Examinations 
of the discs before the patient went to hospital were negative. The 
vomitus gave a positive test for occult blood. The faeces were clay 
colored. On October 4th the liver was found to be palpable one finger 
breadth below the costal margin, and a palpable mass, which appar-
ently moved with respiration, was found at the tip of the ninth right 
-costal cartilage. 
On October 14th she complained of pain in the hypogastrium. She 
was urinating very little ; micturition was painful. For twenty-four 
hours there had been diarrhoea. On October 18th the patient had lost 
control of urination and defaecation. Drugs did not dispel the head-
ache and abdominal pain. By October 26th the patient was brighter, but 
appeared to be weaker. There was blood in the vomitus. On November 
2nd the patient was weaker and was complaining of pain in the head 
and the right upper quadrant of the abdomen. 
On November 5th projectile vomiting again occurred. On Novem-
ber 7th the patient complained of gnawing pain in the epigastrium. 
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She was spending very miserable nights due to pain, vomiting, eructa-
tions and headache. Her general condition was much worse. The 
vomitus contained "coffee grounds." During all this time the headache 
continued, being absent rarely and at t imes very severe. The jaundice 
increased in intensity. Vomiting was persistent. Fluids only were 
retained. On November 9th, the patient suddenly became cyanosed. 
Her pulse became very feeble and then disappeared. The apex beat 
was slow and very irregular. Respiratory efforts were labored. She 
died about one and a half hours later, at 11.50 P.M. 
LABORATORY FINDINGS 
The laboratory findings were as follows. The only important find-
ing of urinalysis was the presence of bile. On November 8th there was 
a three plus test for albumen, the other tests for it being essentially 
negative. Occult blood was found in t he stools on September 29th and 
November 9th and in the vomitus on October 24th and November 4th. 
The Van den Bergh test gave a prompt direct reaction, showing the 
jaunrice to be due to obstruction. The icterus index on the same dates, 
September 23rd and 29th and November 4th, was 25.0, 68.0 and 69.0. 
The urinary diastase, determined on October 15th, was 28.6 units: a 
high normal. On September 22nd the haemoglobin was 90 7£ and the 
leukocytes numbered 10,800, being present in normal proportions. On 
September 20th, the N. P. N. and creatinine were normal. The blood· 
pressure r eading of the same day was 144-80. X-ray examination of 
the gastro-intestinal tract yielded the following information: "Stomach 
normal; duodenum irregular in out line and this irregularity is per-
sistent. At 5 hours there is about 5 o retention in the stomach and head 
of the barium has reached the transverse colon. The appendix visualized 
as being quite sharply curled upon itself, and irregularly filled. Diag-
nosis : Old chronic duodenal ulcer together with deformed appendix, 
with possibly pericaecal adhesions." 
PATHOLOGICAL REPORT 
At autopsy a polypoid carcinoma of the stomach was found. The 
peritoneal surface in the pyloric region was studded with numerous 
nodules of carcinoma. They had not broken through. The pylorus itself 
was elongated and involved by a large mass surrounding and obstruct-
ing t he lumen, resulting in moderate dilatation of the stomach. The 
portion protr uding into the ·lumen was polypoid and very friable and 
possessed an ulcerated surface. The lumen was full of blood and the 
intestinal tract contained fresh and changed blood. There were meta-
sta es to t he liver, lungs, brain (r ight frontal lobe), right kidney, 
gastro-colic, and gastro-hepatic omentum and regional lumph glands. 
Obstruct ion of the common bile duct was found to be the cause of 
extreme generalized jaundice and enlargement of the gall bladder. Be-
sides these findings there were the following: subendocardial (left 
ventricle) and subpelvic (left kidney) haemorrhages and haemorrhage 
into the pelvis of both kidneys; necrosis of the liver; extreme cloudy 
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swelling of the kidneys; oedema of hands, forearms and legs. The 
haemorrhages may be explained by the jaundice. The metastases were 
numerous in the liver and lungs. The tumor nodule in the brain was 
about 8 ems. in diameter. The histological picture of the metastatic 
nodules was the same as that of the primary growth: large, irregular, 
atypical acini consisting of large, multinucleated cells with extremely 
hyperchromatic nuclei posse sing numerous mitotic figures. 
DISCUSSION 
Polypoid carcinoma of t he stomach usually has a relatively benign 
course, reaching a large size before metastasising to regional lymph 
glands and distant organs. This case illustrates the difficulty of early 
diagnosis in many cases of gastric carcinoma, especially in this type. 
The first urgent symptoms came from the metastatic nodule in the brain. 
With regard to the first complaint of the patient, weakness, it is interest-
ing to note what Boyd says, especially since there was no apparent 
emaciation. "Malignant disease may cause extreme emaciation 
(cachexia), and loss of weight is one of the most significant symptoms, 
but in some cases the nutrition is unimpaired for a long time. . . . The 
wasting affects the muscles even more than the fat, so that weakness 
is one of the commonest symptoms." His remarks concerning secondary 
tumors of the brain are also of interest. "When a diagnosis is made of 
tumor of the brain it must not be forgotten that the tumor may be 
secondary. . . . The cour e of the disease is apt to be more acute 
than in the case of a primary tumor." 
Probably the tumor nodule in the brain was due to an embolus 
from one of the secondary nodules in the lungs. It is strange that there 
was only one nodule, in view of the fact that metastasis was so wide-
spread elsewhere. Secondary brain tumors are often multiple. · 
In regard to the very severe headache that the patient experienced, 
it is interesting to note what Price says, "It is probable that the head-
ache of cerebral tumor is due to irritation of the terminations of the tri-
geminal nerve in the dura mater and bones of the skull from stretching 
and pressure, when the intracranial pressure is high. After destruction 
of the fifth nerve by Gasserectomy, headache never again occurs upon 
that side. The complete relief of headache after a successful decom-
pression is proof that pressure is the all-important factor in its causa-
tion." Local pain and tenderness on pressure may occur when the growth 
actually involves the bone, or when pressure has caused local thinning 
of the bone. This patient complained of local pain and tenderness but 
there was no evidence of bony change. 
The X-ray findings in this case show that no test should be con-
sidered conclusive even though X-ray examination is one of the best 
means of diagnosing gastric carcinoma. Price says that "if there is 
the slightest reason to suspect cancer a fractional test meal should 
be given." 
The usual signs and symptoms of gastric carcinoma and the late 
classical signs of brain tumor were present once the disease was well 
advanced. 
The Value of Radiological Studies of the 
Osseous System to the General 
Practitioner 
FRANK RIGGALL, B.A., '34. 
T HERE is an old clinical rule, attributed to Sir George Humphry, which adjures the medical man to use "Eyes first and much, 
hands next and less, tongue last and least." This rule lies at the 
foundation of the value of radiological studies of the osseous system. 
X-rays have thrown light in dark places so that eyes might see. In 
considering, therefore, the subject of this essay it is at once assumed 
that the value is a transmitted one. By this one means that the general 
practitioner is deriving benefit from X-ray studies made for him by a 
specialist in interpreting the light and shade of radiograms. In other 
words, the general practitioner is considered as invoking the aid of a 
brother-in-arms whose specialty lies in one of the ancillary aids to 
medicine; but, also one whose specialty is grounded on the tripod of 
anatomy, physiology, and pathology. 
This at once brings into focus the relationship of the general prac-
titioner to radiology. The relationship is important because, to survive, 
radiology must have material both economical and clinical and the 
general practitioner must supply the vast bulk of the material. It is 
obvious that to secure the best interworking the general practitioner 
must be alive to the value, relative and absolute, of information supplied 
to him by the radiological specialist. 
Books and systems of books have been written on the philosophy 
of value. In the subject under discussion, however, one is concerned 
with only one type of value and that is the pragmatic. The general 
practitioner's is a practical, workaday world and in such a sphere 
abstract values are as sounding brass and tinkling cymbal. Though the 
general practitioner understand all the mysteries of the abstract values 
they are to him as nothing. This is as it should be since the daily round 
and common t ask of the rank and file of medical men is to deal with 
the medicine of the street, of the market place, and of the home. And 
it is here where disease flourishes naked and unadorned and it is here 
that true values are ultimately established in the assay of remedial 
measures. Deduction, the form of logic used in the Aristotelian system, 
is that best calculated to demonstrate the value of radiological studies 
to the general practitioner. Reasoning from the general to the particu-
lar will therefore be followed. This will best be served by following a 
human life cycle and noting situations in which r adiology of the osseous 
system may ameliorate the "slings and arrows of outrageous fortune." 
A demonstration of the foetal skeleton at the 20th week does not 
constitute the sum total of value to be gained by the use of radiology 
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during pregnancy. Admitting that radiology is of little service in estab-
lishing diameters of the maternal pelvis does not detract from the value 
of knowledge that there is only one foetus in utero; that the presenta-
tion is vertex or otherwise ; and, that the head is in the midline and 
well flexed. The value of the latter two facts has lately been eloquently 
pleaded by Dame Louise Mcllroyl. 
On ra(e occasions it has been necessary to prove the maturity of 
a young infant. These occasions are, as a rule, medico-legal and in all 
cases where the question is likely to arise the general practitioner would 
be well advised to invoke t he aid of the radiologist. It will be the 
province of the radiologist to demonstrate the presence or absence of 
those bony ossification centres whose chronological appearance renders 
them of particular importance in settling the matter on a scientific 
basis. Besides assuring an infant of his legitimacy, or of his inheri-
tance, radiology will reveal the presence or absence of trauma to the 
skeleton in those whose shuffle on to this mortal coil has been marked by 
difficulty. At a little later age, radiology assists in the early diagnosis 
of that fortunately uncommon but terrible condition-hydrocephalus. 
The general practitioner should always remember that spreading of the 
cranial sutures is one of the earliest detectable signs in this condition. 
At a later age, rickets is probably the most frequent condition in 
infants and young children in which radiological aid is useful. Diagnosis 
of the condition is usually possible on clinical grounds, but there are 
cases, notably "pink disease," in which the clinical signs may puzzle the 
most astute clinician. The so-called typical rash of "pink disease" is 
occasionally very closely simulated by the sudaminal rash of rickets. 
It is in such cases that negat ive findings in the bony skiagraphs are of 
great assistance in settling the diagnosis. Too many general practi-
tioners think that the resources of X-rays in rickets are exhausted in 
the making of a diagnosis. This is far from true. Where economic 
circumstances permit, every case of rickets should be X-rayed before 
dismissal in order to be sure that healing has been complete. It is 
sufficient to obtain an exposure of the ribs for this purpose. 
Through radiology, the amount of mental anguish which has been 
banished from the world as the result of establishing Perthes' disease 
of the hip as a clinical entity cannot be estimated. Radiology here 
removes all fear of a tuberculous hip but there must be thousands of 
cases who have suffered mental pain and physical restraint in the past 
which could have been dispelled by the X-ray. On the other hand, the 
general practitioner has at his disposal that service which alters the 
prognosis of actual tuberculosis of bone, at least, insofar as prognosis 
is dependent upon early diagnosis. The hip is no exception to this and 
nowhere can more consistent aid be obtained in following a case of 
hip-joint disease than in the X-ray laboratory. Some Zoilistic critics 
refuse to accept this truism and rely purely on clinical data. The only 
adequate answer is the Socratic story of the three blind men and the 
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elephant! This stage of the human life cycle cannot be left without 
mentioning radiological aid in the differential diagnosis between luetic 
dactylitis and that due to the tubercle bacillus. X-rays put one on t he 
right track and make all the difference in the ultimate outcome of the 
case. 
Proceeding along the life cycle, we encounter osteomyelitis. Acute 
osteomyelitis has pain as the first symptom and swelling as the first 
sign. All radiology can do is to rule out certain traumata as a possible 
source of the pain. From this, by faulty logic, many medical men 
believe that radiology is of little use in ALL cases of osteomyelitis. 
This is not true. Secondary foci of osteomyelitis are frequently "silent"; 
and; when expected improvement in a case of acute osteomyelitis is 
not forthcoming, routine use of X-rays may demonstrate involvement 
of bone elsewhere. In late cases sequestrae and involucrae can be shown 
and a plan of attack formulated. 
Another service of radiology is in connection with fractures. The 
late Mr. C. B. Lockwood has left us a vivid picture of fractures in pre-
X-ray days 2 • There are three reasons why every fracture should be 
X-rayed before and after treatment, viz., (1) to make or support the 
diagnosis; (2) to check the results of treatment; and, (3) to protect 
the medical man from a medico-legal standpoint. Failure to take cog-
nizance of these reasons will sooner or later lead every active practi-
tioner into trouble. Again, the medical man too often fails to make full 
use of radiology. If every fracture case before dismissal were checked 
by a good radiogram there would be fewer deformities from soft callus, 
and less grief for both practitioner and patient. This sounds like a 
counsel of perfection but the stakes are high and there are few intelli-
gent people who will not submit to the expense when frank explanation 
of the situation is made to them. 
In later life there are certain conditions with which to deal. A 
diagnosis of Paget's disease; osteitis fibrosa cystica; or malignant meta-
states may render the medical man forewarned and forearmed. In some 
tumours of bone, X-ray treatment is the best weapon in the therapeutic 
armamentarium. There are many instances in surgery where a lesion 
can be definitely placed in .its location to some bony point by the use 
of radiology. This may be of immense service in the surgery of approach 
and is a field which will come more to the fore in the future. 
The tripod of anatomy, physiology, and pathology was mentioned 
earlier in the essay. It will be noted that every single instance cited in 
support of the thesis that the radiological study of the osseous system 
is of immense value to the general practitioner rests upon demonstration 
of the normal (negative finding) or abnormal (positve finding). It is 
often as important to secure negative reports a~ it is to secure the 
positive variety. Specific instances are obvious and need not be detailed. 
It follows, therefore, that the radiologist must be well trained. The 
fact that he is well trained is reflected in the great benefit he has 
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conferred upon medicine and the public. The problem still remains 
of informing, and keeping informed, the general practitioner as to how 
and when he can share these benefits with his patients. 
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SELF -DIAGNOSIS 
The ease with which medicines can be obtained has placed within 
the reach of everyone a suggested remedy for· all of the ordinary ills 
that fall to the lot of man. It might be said that the best that can be 
claimed for the majority of these remedies is_ that, in themselves, they 
can do no harm. This, however, is only partially true for a real danger 
lies in misinterpreting certain signs and symptoms which may be and 
often are common to several disorders of the body. 
This is especially true in the case of children. The child is entirely 
at the mercy of his well-meaning parents, who take it upon themselves 
to prescribe for his every ailment. It is. common, in many households, 
that when a child complains of abdominal distress or pain, an immediate 
rush is made for the castor oil bottle; without further questioning, a 
dose is administered forthwith. The very high percentage of cases of 
acute appendicitis, with rupture of the appendix, that are admitted to 
hospital with a history of having received a dose of castor oil for 
abdominal pain bear witness to the disastrous ro.le which the use, through 
ignorance, of a laxative plays in this state of affairs. An acute appendix 
requires prompt medical care. _ 
The laxative forces the contents of the upper bowel down upon the 
inflamed appendix. Thus the first principle of treatment, which is rest, 
is violated, and the not unlooked for result is rupture of the appendix 
with the added danger of peritonitis. 
QUININE MONOPOLY OPPOSED 
To break a world monopoly of quinine which, to maintain a high 
price, furnishes the market with less than it requires, the League's 
health section is experimenting with a cheap substitute known as 
"totaquina." , 
So tightly does a small group of manufacturers control quinine pro-
duction that the League reports "world consumption is far below the 
minimum necessary.' .. 
Perforated Tuberculous Ulcer 
of the Ileum 
By L. S. MACGREGOR, M. D., 
Kitchener, Ontario 
T UBERCULOUS ulceration of the intestine is usually an associate of a more or less active process somewhere else in the body and 
perforation owing to t he usual fibrosis and plastic peritonitis occurring 
about the ulcerated area is so uncommon as to be considered rare. 
The occurrence of a solitary ulcer with perforation in an otherwise 
perfectly healthy patient would appear to justify a recital of t he fol-
lowing case : 
The patient was one of a family of six children ranging from twenty-
one to thirty years of age, with negative histories except in t he case of 
the eldest male, t hirty years of age, who at ten years was ill with a 
problem diagnosed at that t ime as tuberculoma of the brain. The mother 
has had recurrent gall bladder attacks. The father is a mild diabetic. 
The patient, a female twenty-three years of age, five feet six inches 
tall and weighing one hundred and sixty pounds, had a negative history 
prior to February, 1929, at which time she complained of fatigue, fre-
quent attacks of lower abdominal discomfort, more marked after eating 
and following defaecation. In April of the same year an appendectomy 
was done, an appendix of questionable pathology being removed. Her 
symptoms remained the same with periodic bouts during which her 
discomfort was more marked and attended by slight elevation of tem-
perature and increased pulse rate. 
In January, 1932, she suffered a severe attack of hypogastric pain 
which was more intense over the sigmoid. This was not relieved by 
morphia but subsided in twenty-four hours without recurrence until 
March 9th, when, at two o'clock in the morning, she was seized with a 
sudden severe attack of generalized abdominal pain. There was sub-
normal temperature, slight elevation of the pulse rate and frequent, 
semi-solid stools. This persisted for twenty-four hours, by which time 
there was distention over the right lower quadrant, some elevation of 
temperature with a rapid, thready pulse. Death followed quickly. 
On opening the abdomen, post mortem, the peritoneal surfaces, 
visceral and parietal, were covered with a yellowish fibrino-purulent 
exudate. A perforation of the ileum was located five feet above the 
ileo-caecal valve. The rest of the intestinal tract was normal. 
The specimen removed at autopsy was submitted to Dr. J. H. Fisher, 
who gave the following report : 
"The specimen consist of a portion of small intestine 12.5 ems. in 
length. Near the mesenteric attachment a short incision has been made 
into the lumen. The whole peritoneal surface, including the surface of 
the mesenteric attachment, is covered with a flaky yellowish fibrino-
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purulent exudate which readily scrapes off. On splitting t he intestine 
longitudinally the mucosa presents 4 areas of ulceration. They measure 
2.5 em., 3.5 em., 3.0 em. and 2.5 em. respectively in t heir greatest dimen-
sion. Three of the four ulcers are practically confluent. The ulcers are 
decidedly irregular in outline with ragged undermined margins present-
ing a 'moth-eaten' appearance. The surface of one of the ulcers presents 
a layer of fibrino-purulent exudate. The serous surface over one of the 
ulcers shows a beaded thickening of the lymphatics with little greyish 
white tubercle-like areas. Three of the four ulcers are relatively super-
ficial, having ulcerated down to the submucosa. The fourth ulcer is 
much deeper, having eroded through the whole t hickness of t he intestinal 
wall into the mesenteric attachment and at one point immediately beside 
the mesenteric attachment has perforated into the general peritoneal 
cavity. The margins of the perforation present a dirty, discolored 
appearance with obvious soft ening and necrosis of tissue. 
"MICROSCOPIC EXAMINATION.-Block of tissue obtained from the 
margin of the perforation shows a great deal of necrosis on the surface 
with almost complete loss of structure and an intense inflammatory 
reaction as shown by accumulations of fibrino-purulent exudate. The 
necrosis and t he acute inflammatory reaction are completely overshadow-
ing the histological picture in this section. Block of tissue obtained from 
margin of ulcer at a distance from the perforation shows several marked 
tubercles in the muscularis. In the muscularis they tend to lie in the 
space between the two layers of muscle. The submucosa and the muscu-
laris show a diffuse scattering of eosinophilic mononuclears, plasma cells 
ancl other large types of cells. The peritoneal surface is covered by a 
well marked layer of fibrino-purulent exudate. 
"PATHOLOGICAL DIAGNOSIS.-Tuberculous enteritis with perfora-
tion and fibrino-pur ulent peritonitis." 
Tuberculosis affects the intestine in two distinct forms. (1) Acute 
destructive lesions of an ulcerative kind, and (2) the slow formation of 
localized tumour-like masse . The ulcerative form is most frequently 
met with in young subjects who ·suffer from pulmonary tuberculosis or 
from some other active tuberculous condition. The lower end of the 
ileum is the most common seat of the disease, the infection taking place 
from bacilli that have been swallowed in the sputum, or taken in with 
milk or other food, and have become implanted in the aggregated and 
solitary lymphatic nodules. A the foci break down and caseate they form 
small, irregularly oval ulcers in the mucous membrane, with elevated and 
indurated edges. Such ulcers tend to spread circularly around the gut, 
and on healing the resulting cicatricial tissue may give rise to a marked 
degree of obstruction. · 
In the hypertrophic type the formative is in excess of the destruc-
tive process. It always commences in the ileo-caecal region, although 
it may.spread upwards along t he ileum or downwards along the caecum. 
It occurs in young adults, and is rare over forty. 
In the early stages of the progress of tuberculous ulceration a 
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diarrhoea chiefly of the post-prandial type is not uncommon; the stools 
are semi-solid, frequently consisting of an admixture of altered blood, 
but free from mucus. Discomfort, often pain, in the region of the 
umbilicus and the right iliac fossa is a constant feature. 
This case presents somewhat u~usual features in the presence of 
a solitary tuberculosis ulcer located so high in the ileum. Clinically it 
differed from the usual picture in that any localized pain was present 
over the sigmoid colon rather than over the more usual caecal area. 
I wish to thank Dr . Fisher for his interest in this case and his 
excellent portrayal of the gross and microscopic appearances. 
MEDICAL COSTS TOO HIGH 
The ethic of the medical profession were given a jolt, as far as 
Chicago is concerned, a few days ago when the Cook County Medical 
Society endorsed advertising, urged a reduction in costs of medical care 
~md recommended that scientific programme of the organization be plan-
ned to answer the needs of the general practitioner rather than the 
specialists. The society has a membership of several hundred doctors 
who recently broke away from the Chicago Medical Society. 
The urgency for reducing the costs of medical care is a pressing one 
and one that hould be considered by others than those in the profession. 
Articles have appeared in t he medical and lay press of this province 
within late months by leaders in medical thought in which state medical 
services have been advocated as a means of cutting costs to t he public. 
Medical men who have travelled in European countries have been 
impressed by the wide difference in cost of medical services over there 
and at home. They, or at least some of them, have come home with the 
belief that the members of the profe ion could be of greater service to 
mankind if the cost of service, apart from their own professional work, 
was lowered. They have also noted the difference in the professional 
fees on the two sides of the Atlantic. 
Medical men, as a class, cannot be put down as money grabbers. 
They give away, in services, probably more than do any other class of 
people. At the same time their valuable ervices, personal and associates, 
are of such a cost that so-called middle cia s people are more or less 
financially crippled for years after a major counter or two. If fit people 
are an a set to the state and unfit a liability then it appears by no means 
illogical to uggest that the state interest it elf in helping people to be 
and cecome physically fit. The decisions of the Cook County Medical 
Society merit wide and serious consideration. 
-Truro Daily News, October 27. 
A Brief Outline of Pediatric 
History 
B y A. G. D ENISON, '34. 
T HE care of children must have formed part of the interest of man from time immemorial; nat ural affection alone must have insured 
t his, as it does for t he offspr ing of the brute creation. With the progress 
of civilization the care of t he child gradua ly took shape as a result 
of observation and experience handed down from one parent to another. 
Medicine in its beginning had probably very little to add to the homely 
wisdom collected by generat ions of mothers, so far as children and 
t heir diseases were concerned. It was only when the era of clinical 
observation began t hat reasoned rule commenced to replace or sanction 
the crude ideas of the past. Beginning on t he last r ung of the ladder 
of history we find Hoppocrates. All knowledge of clinical medicine goes 
back to t his master physician. Aphor isms of purely pediatric import 
are many and t hese are like texts which restate old truths in modern 
terminology. 
Passing to the second century A. D., we have Soranus, who was a 
clear thinker, a good observer , and one of the first advocates of infantile 
welfare. Soranus was t he first to mention t he salting of the new born. 
But this was t he custom of hundreds of years before the time of Hippo-
crates. Its omission was regarded as a mark of barbarism as far back 
a~ the days of E zekiel about 600 B. C. Soranus dealt with the nutrition 
of the new-born infant and gave to the world the fingernail test for 
br east milk. 
Aretaeus, t he Cappedocian, belongs to this per iod also. He was a 
master at clinical description and left vivid pictures of diphtheria, 
empyema and pneumonia. He was the most competent neurologist of 
his age. He studied insanity in children and was the first to call atten-
tion to the aura in epilepsy. He wrote on tetanus and cholera in 
children. He says : "Cholera is t he retrograde movement of the material 
in the whole body. Those matters which collect in the stomach rush 
upward by vomiting, but those humours in the belly and intestines by 
· the passage downwards." 
As is well known, medical lore, if we are to use the term in a com-
prehensive sense, came down to t he medieval physicians chiefly from 
the Arabians. Of all the Arabian physicians, A vicenna was the most 
famous and was called t he P rince of Physicians. In his Cancicum, he 
deals with the care of infants and gives directions as to swaddling, 
feeding and t raining. Avicenna's accounts are hardly more than a 
statement of each disease, but he deals chiefly with the treatment of 
the malady. 
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From the time of the Arabian physicians until the Rennaissance, 
there was no one to leave behind him a name as a writer on Pediatrics. 
There are i olated references as to special needs of children as far back 
as the tenth century, such as the following prescription translated from 
an old Saxon Leech Book. It reads-"against worms of the inwards of 
children take green mint, a handful of it into three sextarii of water 
and seethe it down to one third part, strain and give to drink." 
In the twelfth century, a set of rules for the treatment of children's 
ailments seemed to have been in use but apparently no great a-dvances 
were made in this field. In the thirteenth century England had Ricardus 
Anglicus, and Hugh of E vesham, and in the fourteenth century John 
of Goddenden and John Auderne, who have briefly referred to diseases 
of children, but it was not until the invention of printing in the middle 
of the fifteenth century that the revival of learning really began. From 
1472 dates the output of printed works on the diseases of children. 
Between this date and the end of the fifteenth century three treatises 
appeared; the first by Paulus Bagellardus, an Italian, the second by 
Metlinger, a German, and the third by Cornelius Roelans, a Belgian. 
Metlinger drew from the Arabians and acknowledges in a general 
way the sources which have been open to him. His chapter on teething 
is interesting. It reads: "In many children, teeth come easily and with 
little distress, but these fall out again, but when teeth come up with 
difficulty and with great pains they are the more strong. Teeth come 
more easily in spring, next in summer, and with most difficulty in 
winter." 
With the opening of the sixteenth century, printing was no longer 
a rarity but still England lagged behind other countries of Europe on 
the subject of pediatrics. Roesslin's Rosegarten was the earliest work 
and his book was one of the best works on midwifery of the period. It 
carried on the custom of combining with midwifery, sections on the 
diseases of children. An English translation was made by Richard 
Jonas. A copy of this greatly prized and very rare 1540 edition rests 
in the British museum. In 1545, there appeared the first work on the 
diseases of children ever written by an Englishman. The author was 
Thomas Phaer and the title of the book was the "Boke of Children." 
Phaer lived in a remarkable age, the prelude to the golden Elizabethian 
age. The strong rule of the Tudors had made possible the pursuit of 
peace and as a result literature in the English language was coming into 
its own. The strong bands of Latin and Greek were loosening and the 
Bible was in the process of translation into the common tongue. In 
1525, Tyndale's New Testament in English was printed. These events 
must have had some influence on Phaer, who made available in English 
tongue certain notable books. If Phaer added nothing to the knowledge 
of disease in children, he restated what was known in such a form as t o 
make it interesting, real and practical. He made the subject a living 
one and truly earned the title of The Father of Pediatrics. 
'· 
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The latter half of t he sixteenth century saw the production of 
several works on the diseases of children in Germany, France, and 
Italy. Anyone who wishes to obtain a general view of the teachings 
of the Arabians with regard to diseases of children should read the 
treatise of Hieronymus Mercuralis. He published at Padua a booklet 
on the suckling of children in which he objected to the use of drugs to 
stimulate the flow of milk, stating that drugs have a more or less toxic 
effect. He also warns against the use of sedatives for children. Mercu-
rialis wrote a chapter on stammering and it is one of the best known 
parts of his work. About this time, Felix Wurtz was making his 
influence felt. He was helping to change the course of surgical pro-
cedure. He used splints in the treatment of fractures of bones of 
children. His little book on children needs no comment for it may be 
opened at any place and read with pleasure. It outlines the care of 
children, how to bathe them, what to do for cramps and how to treat 
blisters on the tongue or cheek. So Felix Wurtz, the wandering surgeon, 
looms larger than any of his contemporaries in the history of pediatrics. 
His book has a scientific value in that it is the first book after Hippo-
crates on infantile orthopaedics. 
The first work on diseases of children which appeared in the 
seventeenth century was by Yohannus Keckius. It is nothing more than 
a compilation of views of older writers. Up to this period and for long 
afterwards, writers on diseases of children were interested in the 
Yisible, and not in the more subtle disorders of health. The discoveries 
of Leeuwenhoek, Harvey and Laennec were yet to be made and the 
physician saw little beyond the obvious and had no conception of 
pathology beyond t he humoral theory. The study of diseases in children 
up to the end of the sixteenth century had seemingly advanced but 
little beyond the crude theories and meager observations which dated 
back to the Roman and Greek writers and which had been restated with 
no additional value by the Arabians. 
Up to this time there had never been published any description of 
rickej;s as a definite disease manifesting itself by constant symptoms. 
Daniel Whistler wrote his thesis on this subject for the degree of M. D. 
He said t he disease had been observed before and had acquired its name 
rickets from a quack who was t he first to treat it. The originality of 
Whistler 's thesis has been guestioned but of its priority in date to any 
other published description t here can be no question. Other writers on 
rickets were Arnold de Boot and Francis Glisson. Glisson played a 
prominent part in the· medical and scientific life of England as he was 
one of a group of men who were responsible for the founding of the 
Royal Society of which he, like Whistler, was a member. On the ques-
tion of congenital rickets he comes very near the accepted views of 
today. He denied that scurvy was a cause of rickets. The origin of 
the word rickets is attributed to a word from the Dorset dialect-To 
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Rucket: to breathe with difficulty. Skeats says it is from the Old English 
"wrick" to twist, as "to wrick one's ankle." 
A hundred years had elapsed since the publication of Thomas 
Phaer's Book of Children before a single writer had ventured to produce 
another work in English. Robert Pernell, like Phaer, realized that if 
knowledge was spread to the masses, English must become the 
language of learning in England. In the midst of a busy practice, he 
wrote for public edification concerning the diseases of children. He 
wrote five books and left an excellent account of certain phases of his 
practice. He deserves credit for being the first to break away from the 
shackles of scholastic Latin. Pernell's consideration of measles and 
smallpox is very interesting. He employed the usual absurd remedies 
of his day, but his suggestions have the great merit that, if they did 
not help, they did not hurt. 
As soon as one hears of the King's Evil, a mental picture is con-
jured up of a gracious sovereign touching the children of the poor and 
curing in them a malicious malady. The King's Evil was not so simple 
as to be cured by the royal favor of laying on of the hands. Many 
struggled to understand it, and among those was Richard Wiseman, a 
Londoner. He has left a short essay on t his subject, which gives an 
excellent idea of the state o_f mind regarding tuberculosis in children 
in the time of the Commonwealth and of the Civil Wars. Wiseman with 
the politeness of a courtier had professed great reverence for the King's 
miraculous touch in healing this dreaded evil. His account of the distri-
bution of the disease is based on post mortem. He mentioned that 
glands are the seat of this distemper and whenever external glands 
appear swollen, you may be sure that those of the mesentery are swollen 
too. Wiseman stressed the value of climatic treatment for this disease. 
No account of History of Pediatrics in the seventeeth century would 
be complete without reference to Thomas Sydenham. Among his writ-
ings is the first description of chorea. This alone has made his name 
famous in connection with children's diseases. His account of scarlet 
fever is thought to be the first record of it under that name. Sydenham, 
who was such a great observer, made no mention of the sore throat 
and did not say that it was contagious. He realized that accurate 
recording of clinical observations was essential to progress in medicine. 
If, year by year, he could add some detail to the description of some 
disease, he was satisfied. One sees something of the man in the words 
which he has copied into the beginning of one of his manuscripts, 
"Whatsoever thy hand findeth to do, do it with thy might for there is 
no work nor device in the grave whither t hou goest." 
Belief in witchcraft dates back many decades in the history of the 
world, but in the seventeenth century it was particularly rampant in 
England. Witchcraft was believed to be a potent cause for wasting in 
children, and physicians were still halting in their opinion. Starsmare, 
in his chapter on consumption, says that the cause of the wasting is 
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bewitchment. Popular belief demanded this and he had to give an 
explanation for the characteristic wasting of children suffering from 
this disease. 
Walter Harris, a pupil of Sydenham, belongs to this period. He 
has been said to have written the best that has ever been written on 
diseases of infants. Until the time of Harris, the method of handling 
ch ildren's diseases was more a sort of guesswork than anything else. 
Harris simplified the causation of infantile diseases by propounding 
one cause for all disease and one line of treatment. He restated that 
eurdled milk, sour breath, excoriation of urine, all were due to acidity. 
The treatment was some form of calcium carbonate to neutralize the 
acid which was then expelled by a purge-rhubarb in this case. It is 
interesting to note that Harris believed that there was an hereditary 
influence in the production of diseases in children. He says "there is 
no one that will deny that there are hereditary diseases proceeding either 
from on or the other parent or question that epilepsy and consumption 
sometimes flow from parent to children. Whole families proceeding 
from the same stock, often end t heir life by the same kind of disease." 
In 1768 there was published another of the first descriptions of a 
disease. "Observations on the Dropsy in the Brain," by Robert Whytt, 
a professor in t he University of Edinburgh. This masterpiece sketched 
the clinical course of tuberculous meningitis, not in mere outline, but 
with a fulness of detail which J!!ight serve as a model for the medical 
writer of all time. Whytt's study was based on twenty cases. He 
divides the disease into t hree states according to the pulse. Whytt's 
work gave a great impetus to the study of t his condition. In America, 
Benjamin Rush, in 1793, published an account of this disease. Many 
others wrote about it without adding anything new. Fothergill in 
England, Ludwig in Germany and Odier in Geneva are to be mentioned. 
Bichat would possibly have unravelled the causation had he lived longer. 
This is a part of his description of the lesion, "Either the dropsy comes 
uniformly or it is subject to a species of eruptions miliary-like and 
whitish which has not been mentioned, I believe, and which merits great 
consideration." 
One of the best of the pediatricians of Britain was George Arm-
strong. Armstrong was the founder of the first dispensary for children 
in England-a movement which led at a later date to the foundation of 
children's hospitals. According to Stillman, on April 24, 1769, the first 
dispen ary for the infants of the poorer clas es opened at a house in 
Red Lion Square, Holborn. Thirty-five thousand children were treated 
between the time this dispensary opened until it closed in December, 
1781, when a paralytic attack made it impos ible for Armstrong to 
carry on the work of the di pensary. Clinical observations were made 
and post mortems were recorded. 
Up to t his time an institution for in-pat ient treatment of children 
was regarded as a thing impractical, yet in 1772 the idea was already 
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taking shape, absurd as it seemed to Armstrong. Little did he imagine 
that in less than a hundt'ed years' time there would be, almost within 
a stone's throw of his dispen ary, a great Hospital for Sick Children in 
Great Ormond Street, where sick children from all over the world would 
have that in-patient treatment which appeared then so impossible. 
The most advanced writer of the eighteenth century was Michael 
Underwood, who wrote an excellent treatise on diseases of children with 
directions for the management of infants from birth. Underwood 
initiated the modern study of disease in childhood. He wrote not only 
for the medical world but for parents, and in the first edition of his 
book on diseases of children he addres es himself to the laity as well as 
to the profession. In later editions, Underwood added much new matter • 
which included the first clear description of poliomyelitis and malignant 
familial jaundice in the new born. Underwood also deserves credit for 
the first description of mastitis occurring in children. With regard to 
heart disease, congenital or acquired, he summed up what had already 
been discovered and connected it with clinical symptoms in a chapter 
0n "Imperfect Closure of the Foramen Ovale". Besides this he made a 
:;tep forward in the matter of infant feeding. No treatise on diseases 
of children had ever dealt with the chemistry of milk. As late as the 
second half of the eighteenth century the primitive nail-test described 
by Soranus 1600 years before was still being taught. Underwood's book 
on infant feeding includes a table showing the analysis of human, cows 
and goat's milk. Thus, the subject of infant feeding began to assume 
a scientific aspect. 
The close of the eighteenth century brought one of the greatest 
discoveries yet known- the production of immunity against smallpox 
by vaccination. In 1798, after twenty years of thoughtful observation 
and then experiment, Edward Jenner published his inquiry into t he 
Causes and Effects of Variolae Vaccinae. The fir t vaccination was on 
a boy, James Phipps, eight years of age. It was not t ill Jenner tried 
and tested the effect of vaccination with lymph taken directly from 
sores on the cow, and the effect of arm-to-arm vaccination from one 
ehild to another and the immunity given by either method that he 
published his discovery to the world. Bavaria, in less than ten years 
after the publication of J enner's work, made vacCination compulsory, 
and Denmark followed suit. England, with caution, did not make it 
compulsory till 1853. 
Pediatrics had made great progress by the time the eighteenth 
century came to a close. The value of child life was beginning to be 
appreciated and the prevailing ignorance of the management of chil-
dren was in a fair way to be diminished. There was still far to go but 
with the dawn of the nineteenth century, pediatrics was in a position 
for real advancement. 
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THE TREATMENT OF VARICOSE VEINS DURING PREGNANCY 
By ALISON RITCHIE, M.D., M.R.C., P.E. 
From Edinburgh Medical Journal, Nov ., 1938, New Series, 
Vol. XL, No . 11 
K ILBOURNE says that 1 in 5 pregnant women have varicose veins. The largest number treated in t he Royal Maternity Hospital 
occurred between the ages of 30-35 years. Of the 50 patients treated, 
48 % had vulvar veins injected, 60 % had leg veins injected and 4 of t he 
patients had both vulvar and leg veins injected. The average number 
of injections was 2 per patient, usually made at one sitting. 
Twenty-four per cent. complained first during the second month of 
pregnancy, 20 % during the third month, 22 % during the fourth month, 
22 % during the fifth month and 12 o during the sixth month. 
This venous dilatation seems to be but a part of a generalized dilata-
tion of smooth muscle throughout the body. Atony of the ureturs, atony 
of the bowel, and atony of the gall bladder are often associated. The 
cause of this generalized lack of tonicity of these unstriated muscle walls 
might be due to the same luteal hormone. 
The drug used for injection was 5% sodium morrhuate with 9.5 % 
phenol as a preservative. One to 2 c.c of sodium morrhuate was injected 
into the most prominent portion of the vein. 
Sixty per cent. had no symptoms after injection; 16 % complained 
of slight pain and stiffness for 1 to 3 days following injection; 14 % 
had pain or discomfort for 1 week and 4 % suffered for two to three 
weeks respectively. Of those with symptoms 8 or 16 % had varying 
degrees of periphlebitis at or near the site of infection. This resolved 
spontaneously in every case. 
The writer prefers sodium morrhuate to quinine urethane for 2 
reasons: 
(1) Less danger of ulceration of the surface skin. 
(2) The possibility of quinine starting up a premature labour. 
Many of these cases declared that whereas prior to injection they 
had been hardly able to get about, they were now able to perform their 
household duties with comfort. 
Dr. Alison Ritchie states that "The period of pregnancy would seem 
to be a good time for the injection of veins, for it is during this time 
that they show up and, although t he veins disappear after pregnancy, 
they tend to reappear during the next pregnancy." For this reason, and 
on account "of the expression of such gratit ude by the patients, treatment 
would seem to be made worth while and to justify the "meddling." 
-D. B. MILLEN, '34. 
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STAP HLOCOCCIC INJECTION IN DIABETES 
J. A. GILCHRIST, B.A., M.B., and S. L. ALEXANDER, M.B. 
Vo . XXVIII, No. 4, C.M.A.J., April, '33. 
I N treating exacerbations of diabetic patients during the course of acute infections and toxaemias the above authors were led to look 
for these factors in a chronic form as an aetological factor in t he main-
terance of low carbyhydrate tolerance. Working on the theory that 
toxins stimulate t he ·thyroid and suparenal glands, the secretions of 
which are antagonistic to in ulin, they began to search for and indicate 
foci of infection. 
Staphlococcic injections seem particularly antagonistic to the action 
of insulin. Diabetics seem prone to harbour staphlococcal organisms. 
Many of these injections are in themselves incapable of producing clinical 
symptoms, but in the diabetic patient are sufficient to cause decreased 
carbohydrate tolerance evidenced by increase of insulin dosage. Many 
of these clinically silent foci were found to be in the upper respiratory 
tract and accessory nasal sinuses. Although realizing the impossibility 
of completely eradicating this foci it is believed that after clearly demon-
strating their presence more radical forms of treatment are justfiied in 
the diabetic than in the non-diabetic. Three cases are cited in which 
marked improvement followed removal of foci from the antra and 
pharynx respectively. 
-K. W. STUART, '35. 
On the Employment of Parathyroid Hormone in 
in "Infiltration" of the Subcutaneous Tissue 
and in the Muscles 
OSCAR HORN 
Acta Medical S candinavica-Vol. LXXIX, Fas Illj iV; 219-238. 
THE use of parathyroid hormone in man does not produce the severe 
intoxication symptoms from overdosage that Collip has obser ved 
in his experiments with dog , Petty finding no serious symptoms of 
intoxication on increasing the blood calcium to above 16 mgms. per cent. 
Neft has given 1 cc. of Collip's extract subcutaneously every four hours 
to a child with infantile tetany. The extract has been used in small 
doses to relieve chronic post-operative tetany without producing any 
appreciable rise in the serum calcium value. 
Horn reports treatment of 124 cases showing so-called subcutaneous 
infiltrations. In all but one of these he obtained some therapeutic effect 
with parathyroid hormone. He gives in abstract four case recor ds t o 
illustrate the clinical abstracts of the treatment. 
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In summary, he says: "Subcutaneous injections of parathyroid 
hormone (MCO) have a favourable effect on the so-called infiltrations 
of t he subcutaneous tissue (Subcutaneous fibrositis, cellulitis) and often 
concur rent myalgia. In many-but not in all-cases, this treatment 
was also followed by a peculiar euphoria, which is most likely t o be 
regarded as a specific effect of the parathyroid hormone. 
"Various preliminary laboratory examinations (total serum cal-
cium, diffuse serum calcium, sedimentation test, total serum protein, 
blood picture, osmotic resistance, blood phosphorus) have been carried 
on in the Experimental Laboratory of Medicinalco, in the State Serum 
Institute and the University Biochemical Institute, Copenhagen, have 
not furnished any conclu ive evidence of pathological changes." 
T. H OWARD CLARKE, '35. 
<fbitorial 
T HIS issue marks the beginning of Volume V. of our "Journal". Another milestone in the life of a young publication has been passed 
and it is fair to say, we believe, that the infant is lusty and growing 
stronger with each milestone pa sed. The growing pains have been 
moderately evere on occasions but we have reasons to be proud of the 
growth achieved. The publication is now standing firmly on its own 
feet and has taken its place alongside those emanating from our sister 
universities throughout the world. 
With this issue, also, the staff who have guided and presided over 
the destinies of the "Journal" throughout the past publication year 
yield t heir places to those who are to carry the torch onward. The 
editor is speaking collectively for the staff when he says that he lays 
down his blue pencil with mingled feelings of pride, pleasure, and regret. 
P ride because of the results accomplished ; pleasure because working 
on the staff and achieving something for our Alma Mater has been 
j ust that; and regret because a prideful and pleasurable tenure of office 
has seemed so short. It has been a service which has grown upon and 
into one's life; a service which has been educational in the extreme ; 
and one which it has been a proud privilege to perform. 
Apart from its value as a means of conveying informat ion the 
Journal serves two useful purposes. Years ago Bacon told us that 
"writing maketh an exact man" and all those who assist our labours 
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by furnishing written material must undergo some of that mental and 
physical labour which results in exact thinking and expression. This 
can be nothing but beneficial t o our contributors. The pleasure of yield-
ing to the "cacoet hes scribendi" innate in each ego has its price tag in 
the discipline enforced upon the wr iter, and this is one useful purpose 
served by our publicat ion. The second is that it serves as a constantly 
recurring link forged in the chain of associationship between our 
graduates and t heir Alma Mater. In the struggle of daily life it serves 
to r emind t he graduate of happy hours at school. Nature is kind to her 
children and one of her chief kindnesses lies in gently blotting out most 
memories of pain and struggle, including those memories of the mad 
scramble for knowledge in undergraduate days. It is this kindly blotting 
out of painf ul memor ies on the part of Nat ure which enables the editor 
to say that the advent of the Journal periodically upon the desk of the 
graduate will arouse pleasant memories. Perhaps also it will arouse a 
feeling of pride in work accomplished, and under way, at his old school. 
On behalf of the staff the editor taps out a reluctant, but pleasant 
"30". We yield t he torch with the feeling that our efforts will be sur-
passed; that the Journal will continue to grow apace, and we feel that 
we shall watch its growth with that pleasure which comes of having 
been of some small assistance in guiding it on the way. 
The following case history obtained from the surgical records of a 
large hospital illustrates a somewhat similar point. A middle aged man 
who had always enjoyed excellent health noticed a slightly-increased 
tendency to constipat ion. For a month or t wo, he obtained relief by 
taking, at regular intervals, small doses of a laxat ive. Gradually, his 
complaint became worse and, in addition to the constipat ion, he suffered 
twinges of pain. His implicit faith in t he laxative, however, remained 
unshaken, and he used larger doses to obtain relief, but without success. 
Soon his condition became worse, a complete obstruction of the bowel 
ensued, and on consulting his physician, the diagnosis of cancer of the 
bowel was made. 
The story of IDany illne ses, like the examples we have cited, bears 
wit ness to the tragedy of self-diagnosis and persistence in the use of 
some "remedy" which, at best, is only a paliative and which but delays 
the chance of effective treatment and probable recovery. 
-Nova Scotia Medical Bulletin. 
